Background: Over the past three decades, interventions have been implemented to reduce childhood mortality in Iran. Despite declines in overall mortality rates, inequalities in mortality across socioeconomic groups have remained unchanged. In this study, we assessed inequalities in infant mortality in rural regions of Iran. Methods: We obtained data from the Iranian vital registration system, which includes data on 5,626,158 live births, 79,457 neonatal deaths, and 36,397 postneonatal deaths in rural areas of Iran over the course of a 16-year period, which was then divided into 4 four-year intervals. In addition to building multivariate regression models to identify factors associated with mortality, we calculated a concentration index for each province to measure inequalities in neonatal and postneonatal mortality, using wealth index as the socioeconomic variable of interest. We further assessed these inequalities as a component of their contributors by using the decomposition method. Results: Although both neonatal (17.62 to 10.92) and postneonatal (8.11 to 5.14) mortality rates exhibited decreasing trends from 1998-2001 to 2010-2013, the inequalities observed in these indices remained nearly unchanged (concentration indices of −0.062 to −0.047 and −0.098 to −0.083, respectively). Furthermore, fraction of births occurred in hospitals and literate women contributed positively to the inequalities observed in both neonatal and postneonatal mortality rates, whereas the proportion of infants classified as low birth weight contributed negatively over all study periods. We also identified decreasing trends in inequalities of the proportion of infants classified as having low birth weight, being born in hospitals, being covered by health insurance, mothers' age, and literacy of women within the time intervals under study. Conclusions: Although infant mortality rates in Iran decreased over the studied time period, we observed notable inequalities in these measures. Several steps are needed to overcome these inequalities, including improving access to professional health services for lower income households, fairly distributing facilities and human resources, and improving insurance coverage to protect families from financial hardships. Moreover, social factors, such as literacy of women, were found to be important in decreasing inequalities in infant mortality. These steps require improving societal awareness of infant mortality and implementing improved and problem-oriented health policies.
Background
Childhood mortality rates are among the most important health indices, representing the performance of societal health systems. The fourth Millennium Development Goal (Millennium Development Goal 4, MDG4) addresses child mortality, and governments and health authorities had been encouraged to work together to reduce the under-5 mortality rate (U5MR) by two thirds from 1990 to 2015 [1] . On the basis of global estimates, an overall annual reduction of 4.4% in U5MR was thought to be needed to achieve this goal. However, recent estimates have shown that reductions in U5MR were lower than expected, and on the global scale, an approximately 50% reduction in U5MR has been reported over the past 23 years, from a U5MR of 90 in 1990 to a U5MR of 46 in 2013, indicating an approximately 2.1% rate of reduction per year. Moreover, the predictions of the United Nations Interagency Group for Child Mortality (IGME) suggest that only 62 countries had reached the MDG4 by 2015 [2] . Differences in the reduction rates achieved among countries may be attributable to several factors, including financial factors, inhabitant education levels, implementation of public health programs and interventions, and access to new health technologies and systems [3] [4] [5] .
Some health indices, such as child mortality, have shown strong associations with a country's level of development. The more developed a country, the more likely it is to have lower child mortality rates, and higher child mortality rates are usually observed in less developed countries. In 2015, the MDGs were replaced by Sustainable Development Goals (SDGs), which also addressed the importance of childhood mortality [6] . The second target of the health-related SDGs promotes reducing the neonatal mortality rate (NMR) to 12 deaths per 1,000 live births and the U5MR to 25 deaths per 1,000 live births by 2030. An inevitable step in reaching these goals is to study past trends in NMRs and U5MRs and to identify factors that have either slowed the pace of childhood mortality reduction or have improved survival rates in children.
Studies have shown that a substantial fraction of mortality occurs during infancy, defined as the first year of life; worldwide, 70% of deaths among children under the age of 5 years have been found to occur in infants, a proportion that has increased steadily over the past several decades (from 67.4 in 1970 to 74.6% in 2015) [7] . The presence of heterogeneous mortality distributions across different age groups and different socioeconomic cohorts is not a new finding. However, assessing inequalities in the distribution of child mortality provides the opportunity to better understand past trends, investigate factors associated with the aforementioned health measures, and generate evidence-informed policies and interventions to reduce child mortality.
Few studies have investigated trends in child mortality inequalities in Iran, and most existing studies have evaluated these inequalities over short time periods or have been limited to subnational datasets. We conducted this nationally representative work to study inequalities in infant mortality in rural areas of Iran between 1998 and 2013, by using a previously described method [8] .
Because the factors associated with child mortality may vary across different age groups, we categorized deaths occurring during infancy as neonatal, first month of life, and postneonatal mortality and studied them separately.
Methods

Data and variable definitions
The data used in this study were collected from two data sources. The first was the dataset from the Vital Horoscope (Zij) study, a registration system used for gathering annual demographic data in rural parts of Iran, including the numbers of births, low birth weight infants (weight less than 2.5 kilograms), hospital births, neonatal deaths, postneonatal deaths, and births, categorized into 5-year maternal age groups at the district level [9] . Moreover, the number of neonatal deaths per 1,000 live births (NMR), number of postneonatal deaths per 1,000 live births (PNMR), proportion of infants classified as low birth weight (LBW), proportion of in-hospital births (HB), and mean age of mothers (MAM) were calculated by using the aforementioned data.
The second data source was the Household Income and Expenditure Survey (HIES), which is disseminated annually by the Iranian Statistical Center. This dataset contains data for 1,175,364 individuals from 258,641 households. We used these data to extract information for four variables: the proportion of households covered by health insurance (INS), the proportion of households headed by men (HH), the proportion of literate women of reproductive age (ages of , and the average household wealth status (WI) in each district.
To measure household wealth status, a wealth index was defined by using the Principal Component Analysis (PCA) method to analyze participants' answers to questions about the following 14 assets: home area; number of rooms; ownership of cars, televisions, refrigerators, ovens, vacuum cleaners, washing machines, media players, cell phones, and telephones; presence of inhome bathrooms and kitchens; and access to natural gas pipe lines. A wealth index was calculated by performing a PCA on these 14 assets, which contained 36% of the information available in these assets. Using the values calculated for each household, the mean wealth index of the households in each district was determined.
We further aggregated both datasets at the provincial level and then merged the two datasets and prepared them to analyze the effects of our variables of interest in 31 provinces over the course of 16 years.
Analysis
Initial inspections of the data revealed similar trends in mortality rates and their six determinants in each consecutive 4-year study period. As a result, we divided the 16 years of study into 4 four-year intervals, and the analyses were performed over these periods. Furthermore, because deviations from the normal distribution were observed in the distribution of the evaluated mortality rates, a natural logarithm transformation was applied to facilitate the analysis.
To study factors associated with neonatal and postneonatal mortality rates, we built multivariate regression models by using the two mortality rates as response variables and six determinants (LBW, HB, MAM, INS, HH, and literacy) as explanatory variables for each of the 4 time periods of study. Additionally, in the regression models, the fixed effect of provinces were evaluated by using 30 dummy variables to compare each of the provinces with Tehran (as the reference province).
Further, for both of the two variables of interest (NMR and PNMR) in each of the 4-year time periods, we calculated a concentration index (CI) that measured inequality as a function of the distribution of a socioeconomic variable (wealth index in this study) [10] . The concentration index could be any value between −1 and +1, with zero indicating absolute equality, negative values indicating a higher rate of mortality in the groups of lower socioeconomic status, and positive values indicating a higher rate of mortality in the wealthier groups.
Next, we used the decomposing method, as previously described by Wagstaff et al., to investigate factors potentially associated with inequalities in child mortality rates [8] . Briefly, using the aforementioned regression models for our variables of interest (NMR and PNMR), shown as y in the following equation, we have:
Coefficients for the 6 determinants (LBW, HB, MAM, INS, HH, and literacy) and 30 dummy variables corresponding to 31 provinces, denoted as x k , were calculated. Then, concentration indices for the variables of interest (y), denoted as C, were decomposed using the following equation:
where x k is the mean of x k , C k is the concentration index for x k in terms of the distribution of WI, μ is the mean of y, and GC ε is the generalized concentration index for the error terms (ε). Then,
summation of concentration indices of all determinants, was calculated by applying β k x k =μ as weights. The second component was defined as an indeterministic fraction of inequality that could not be explained. Hence, focusing on the first component of the equation,
The contribution of each determinant to inequalities of mortality was calculated using the following equation:
P-values lower than 0.05 were considered to be statistically significant in this study. Statistical analyses were performed, and graphs were generated using Stata (version 9, Stata Corp, College Station, Texas, USA).
Results
In rural areas in Iran, both neonatal and postneonatal mortality rates decreased over the study period. However, the proportions of infants classified as having low birth weight, being born in hospitals, and literacy of women of reproductive age showed steady increases. Similarly, mean maternal age increased over the study period; however, this increase was not as significant. Moreover, the rate of insurance coverage, especially after the second interval of the study period, showed a remarkable increase. Table 1 presents the average levels of the two variables of interest and six determinants in rural regions of Iran in each of the 4 time intervals under study. Table 2 shows a summary of the proportion of births and neonatal and postneonatal mortality rates in the rural areas of each province in Iran over the years under study with the provinces ranked on the basis of wealth index over the 16-year period. Notably, the proportions of births in provinces of low socioeconomic status, such as Sistan & Baluchestan and Hormozgan, increased over the study period, whereas provinces of high socioeconomic status, such as Isfahan and Yazd, had decreased proportions of births over time. Table 3 shows results of the regression analyses performed to investigate the associations among several variables and neonatal and postneonatal mortality rates. Our results suggested that the proportion of infants classified as low birth weight was positively associated with neonatal mortality during each study period, and the proportions of in-hospital births and literate women of reproductive age were negatively associated with this mortality index over the time intervals under study. Furthermore, in the investigation of factors associated with the rate of postneonatal mortality, a positive association was identified between this index and mean maternal age, and negative associations were observed between the proportions of in-hospital births and literate women of reproductive age over the evaluated time intervals.
Concentration indices and their contributors
The concentration indices for the two mortality rates and their six associated factors were calculated as a function of the distribution of wealth index over the four time periods under study. The calculated values, their confidence intervals, and changes in neonatal and postneonatal mortality inequalities are shown in Fig. 1 . When inequalities were evaluated as a function of wealth status, the majority of the studied variables, including the proportion of infants classified as low birth weight, proportion of deliveries occurring in hospitals, mean maternal age, proportion of households covered by insurance, and proportion of literate women of reproductive age, decreased over the studied time periods. Inequalities in insurance coverage demonstrated an interesting trend. During the first two periods, the concentration indices had positive values of approximately 0.2; however, a significant decrease resulted in the concentration indices observed during the next two periods being approximately 0. However, inequalities in household head gender increased over the time intervals under study.
Using the previously described methods, the contributions of study variables and the effect of provinces were evaluated in association with inequalities in neonatal and postneonatal mortality over the time intervals of the study (Table 4 ). In our analysis, the proportion of infants classified as low birth weight was found to have a negative contribution to these rates, whereas the proportion of births occurring in hospitals and proportion of literate women had the strongest positive contributions to the inequalities observed in both mortality rates during each period. Moreover, regarding the determinants of postneonatal mortality, the proportion of households covered by insurance had a negative contribution and mean maternal age had a positive contribution during all periods under study.
Discussion
In this paper, we investigated inequalities in the distribution of neonatal and postneonatal mortality in rural areas of Iran over the course of 16 years. Our findings showed that despite notable decreases in neonatal and postneonatal mortality rates over the study period, inequalities in distribution of these measures in Iran persisted, and higher neonatal and postneonatal mortality rates were still reported in areas of lower socioeconomic status.
The regression models built to evaluate neonatal mortality rates showed that the proportions of births occurring in hospitals and literate women of reproductive age were associated with lower mortality rates; additionally, higher neonatal mortality rates were observed in areas with a higher proportion of infants classified as having low birth weight. Moreover, in the evaluation of postneonatal mortality rates, the proportion of births occurring in hospitals and to younger mothers were associated with lower mortality rates.
We also evaluated inequalities in six determinants, including the proportion of infants classified as having low birth weight and being born in hospitals, the mean maternal age, the proportion of households with insurance coverage, the gender of household heads, and the proportion of literate women, in association with the average wealth status of rural areas. We found that in regions of higher socioeconomic status, greater proportions of births occurred in hospitals, more households were covered by insurance, and more women were literate. However, these inequality trends decreased during recent years. The values for inequality in insurance coverage dropped from [11, 12] .
Furthermore, we evaluated inequalities in neonatal and postneonatal mortality indices and found that areas of lower socioeconomic status experienced significantly more infant deaths; however, a decreasing trend was observed in these rates. We also decomposed the inequalities observed in the evaluated mortality indices during each of the time periods and found that the proportions of hospitalized births and literate women Proportions of births are shown as percentages, whereas neonatal (NMR) and postneonatal (PNMR) mortality rates are presented as numbers of deaths per 1,000 live births. Wealth indices were used to sort the provinces on the basis of their wealth status Regression models were generated to investigate the associations between neonatal and postneonatal mortality rates and the proportion of deliveries occurring in the hospital, mean maternal age, proportion of households covered by insurance, proportion of households headed by men, and proportion of literate women of reproductive age. Moreover, provincial effects were assessed using 30 dummy variables to compare the effect of each province, with Tehran as the reference group. The calculated coefficients are presented in the table and significant coefficients (those with p-values lower than 0.05) are shown in bold contributed the most to the inequalities observed in both measures. We also studied differences in mortality rates across different provinces and investigated the contribution of the province variable to the observed inequalities. Lower rates of neonatal and postneonatal mortality were identified in Tehran and Alborz, the provinces with the highest socioeconomic status, and the strong correlations were identified between higher rates of hospitalized births and lower rates of mortality highlighted the importance of access to facilities, such as neonatal intensive care unit (NICU) beds; receipt of care from skilled health workers; and financial resources in reducing childhood mortality.
The implications of the regression coefficients, concentration indices, and contribution of determinants Concentration indices for neonatal and postneonatal mortality rates and the proportion of infants classified as having low birth weight, the proportion of deliveries occurring in hospitals, the mean maternal age, the proportion of households covered by any insurance, the proportion of households headed by men, and the proportion of literate women of reproductive ages are shown during the 4 time intervals under study. The levels of uncertainty for these indices are also presented in the graph. As mentioned previously, positive concentration index values indicated a positive correlation between wealth status and the variable of interest, whereas a negative concentration index value indicated a negative correlation. A concentration index of 0 indicated absolute equity in the distribution of study variable in respect to wealth status to index inequality may be unclear. Two points may be helpful in this regard. First, in our work, a determinant had a positive contribution to inequality when its regression coefficient and concentration index exhibited opposite directionality. This characteristic indicated that a variable was associated with higher mortality rates, which were more frequently identified among people with lower socioeconomic status, and, therefore, indicated increased inequality in the distribution of the mortality index. The second point is that factors Values are shown as percentages associated with infant mortality may not be similar to the determinants responsible for inequality in mortality distribution, although they might be interconnected [13] . For instance, in our work, the mean maternal age was a significant determinant of postneonatal mortality; however, its contribution to the inequality observed in this index was not notable. Infant mortality rates and their associated factors have been studied previously, and because of the relationship between this index and socioeconomic factors, it is widely accepted that higher infant mortality rates are more prevalent among households with lower incomes or among mothers with lower educational levels. Moradi-Lakeh et al. have shown that geographical disparities in IMR and U5MR in Iran decreased from 1993 to 2008; however, the decreases in these disparities were not as substantial as the decreases observed in the indices themselves. The authors have suggested that providing patients with specialized care in addition to primary health services might improve this situation [5] . Our work showed similar results because hospitalized births, as an indicator of the availability of specialized health services and the patient wealth status, contributed substantially to inequalities in postneonatal mortality. In addition to the proportion of births that occurred in hospitals, the other factor that contributed the most to both inequalities in the rates of neonatal and postneonatal mortality in our study was the proportion of literate women. Our findings, once again, highlight the necessity of achieving a fair distribution of resources to provide patients with specialized health services and emphasize the roles of socioeconomic factors in reducing infant mortality.
Two previously published works have evaluated inequalities in infant mortality in Iran, both of which had used data from the 2000 Iranian Demographic and Health Survey (DHS). These data were collected via a national level survey administered in both urban and rural areas and include 108,875 live births and 3,908 infant deaths during the 10-year period from 1990 to 1999. Hosseinpoor et al. (2005 Hosseinpoor et al. ( & 2006 have reported the concentration index for infant mortality to be −0.1789 and have suggested that household socioeconomic status, maternal education, birth interval, urban or rural residency, and hygienic status (access to toilets) contributed 36.2%, 20.9%, 13.0%, 13.9%, and 11.9% to the inequalities observed in infant mortality, respectively [14, 15] . In comparison, our study used data on infant deaths (divided to neonatal and postneonatal periods) occurring in rural areas over a longer time period, 1998 to 2013, which included 5,626,158 live births, 79,457 neonatal, and 36,397 postneonatal deaths, thus including a larger sample of subjects. Moreover, dividing deaths into neonatal and postneonatal groups and studying their associated factors separately is another difference between our work and that of Hosseinpoor et al. (2005 Hosseinpoor et al. ( & 2006 . Although we calculated lower concentration index values relative to those identified in their work, we also identified higher mortality rates among lower socioeconomic groups in this study.
Moreover, other studies on infant mortality rates in Iran have been conducted; these studies have used a descriptive approach or regression models to identify associations between infant mortality and socioeconomic variables. Movahedi et al. have reported that although infant and neonatal mortality decreased from 1993 to 2005, the inequalities observed in these measures remained unchanged. Although the authors have derived similar results, they relied on solely a visual inspection of maps to compare mortality rates between provinces [16] . Salarilak et al. have investigated factors associated with infant mortality in Iran and have reported that education of women, the socioeconomic status of households, and access to more specialized health services to be the main determinants of this mortality measure in Iran [17] .
Although few works have investigated inequalities in the distribution of child mortality in Iran, the determinants of unequal distributions in this index have been previously studied in other parts of the world, including India, Pakistan, African countries, and Eastern European countries [18] [19] [20] [21] [22] [23] . Among the factors cited as being associated with child mortality, household socioeconomic status, maternal education, health reform program implementation, a child's birth order and the interval between births have been cited most frequently. Arif has assessed the factors associated with inequality in the distribution of child mortality in Pakistan between 2012 and 2013 [24] . His work has shown that child birth order, maternal education, and household socioeconomic status are associated with inequality in neonatal mortality, whereas maternal education, household socioeconomic status, and paternal education are determinants of inequality in postneonatal mortality. Vapattanawong et al. have shown a decreasing trend in child mortality in Thailand between 1990 and 2000, identifying a more prominent reduction in people with lower socioeconomic status [23] . These authors have attributed their results to interventions such as socioeconomic growth and a fair redistribution of the primary health care infrastructure. Similarly, a study of childhood health outcomes in Columbia supports the effect of primary health care implementation on reducing inequalities in infant mortality rates [25] . Although we found that the proportions of literate women, hospitalized births, and infants classified as having low birth weight contributed to the development of inequalities in infant mortality in rural areas of Iran, more comprehensive studies are required to investigate effects of other factors, such as birth intervals, paternal education, and health system reform, on the inequalities in these measures in Iran.
Our work has several limitations. First, the lack of a consistent registration system in urban areas limited our analysis to rural areas. However, previous studies have shown that inequalities in infant mortality rates are usually more prominent in rural areas [26, 27] . Second, we identified a significant association between wealth status and infant mortality at the provincial level in Iran; however, the observational nature of the study and the aggregated data used in our analyses limit this study to the identification of associations instead of cause-and-effect relationships.
Conclusions
Here, we investigated the associations of several factors with and their contributions to inequalities in infant mortality, including lower levels of education among women, lower rates of hospitalized births, greater proportions of infants classified as low birth weight, mean material age, and lower socioeconomic status. Our work showed that factors such as the proportions of literate women and in-hospital births contributed to the development of inequalities in infant mortality rates across groups of different socioeconomic statuses.
In other words, although infant mortality rates decreased in Iran over the period under study, we report the presence of notable, albeit decreasing, inequalities in this measure. Further, we found that the proportions of literate women of reproductive age and the rate of in-hospital births explained a substantial portion of the inequalities observed in neonatal and postneonatal mortality across different socioeconomic groups. Several steps are needed to overcome these inequalities, including improved access to professional health services for households with lower incomes, which itself requires a fair distribution of facilities and human resources, as well as improved insurance coverage to protect families from financial hardships. Moreover, our work showed that social factors, such as literacy of women, are also important in decreasing inequalities in infant mortality. These steps require improving societal awareness of infant mortality and implementing revamped and problem-oriented health policies.
